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New Patient Information Form 
Welcome to our practice! We are committed to providing our patients with the best care. To do this it is essential that your health record is kept up to date and is accurate. Could you please assist us by completing the following information. 
	Title (please circle)
	Dr.       Mr.      Mrs.      Ms.      Miss      Mast     Other:

	Surname
	

	Given Names
	

	Birth Sex (please circle)
	Male               Female            Other:             Prefer not to disclose

	Gender (please circle)
	Male               Female            Other:             Prefer not to disclose

	Date of Birth
	

	Country of Birth
	 

	Do you identify as (please circle):         Aboriginal origin?                  Torres Strait Islander origin? 

	Street Address
	    Suburb:                                                 
Postcode:
   

	Postal Address 
	

	Home Phone Number
	
	Work Phone Number
	

	Mobile
	

	Email
	

	Occupation
	

	Do you consent to receiving text messages?
	Yes                        No

	Medicare Details
	Card No.:   _ _ _ _   _ _ _ _ _   _                     Ref No:                   Exp.:

	DVA Number
	       White        Gold            Card No.:                                             Exp.:

	Pension Number
	Card No.:                                                                                           Exp.:

	Next of Kin
	Name:                                                    Relationship:
Contact Number: 

	Emergency Contact
	Name:                                                    Relationship:
Contact Number:

	Payer of Account for Child Under 17yrs
	Name:                                                                 Date of Birth:
Medicare Card #: _ _ _ _   _ _ _ _ _   _                  Ref No:          Exp:
Relationship:                              

	How did you hear about Lighthouse GP?


[image: ]

Patient Medical Health History
Name:								DOB:				
To assist us with ensuring that your medical record is accurate, please complete the following medical questionnaire. 
	Significant Medical History
Please list any significant medical history such as chronic diseases, surgical procedures, mental health conditions, and other health conditions.




	Current Medication
Please list ALL tablets, patches, inhalers, gels, creams, injections, supplements, or homeopathic remedies you currently take or use.

	Name of Medication
	Dosage

	
	

	
	

	
	

	
	

	Allergies
Do you have any allergies or sensitivities to any medications or fibre materials?       Yes/No  
If Yes, Please list _______________________________________________________________________________________________                                                                                                                                                                                    

	Smoking History (please circle)
Do you currently smoke cigarettes:   Yes         No                               Previous cigarette usage:  Year started: _____________________
If Yes, how many cigarettes per day: _______________                                                                 Year stopped: ____________________


	Alcohol (please circle)
Do you currently consume alcohol:   Yes         No                             Past alcohol intake:  Year started: ________________________
If Yes, how many days per week: _____________                                                                Year stopped:  _______________________
         How many units per sitting: _____________                      

	Family History
Does anyone in your family have a history of the following?
	Condition
	
	Who
	Condition
	
	Who

	Diabetes
	Yes          No        
	
	Psychiatric
	Yes          No
	

	Blood Pressure
	Yes          No        
	
	Bleeding
	Yes          No        
	

	Heart Disease
	Yes          No        
	
	Asthma
	Yes          No        
	

	Stroke
	Yes          No        
	
	Cancer
	Yes          No        
	

	Other
	Yes          No        
	




	Mother alive?
	Yes        No
	Age of Death:
	Cause:

	Father alive?
	Yes        No
	Age of Death:
	Cause:

	For Women only
When was the approximate date of your last Cervical Screening (Pap Smear)?   __________________________________
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Email   Consent   From time to time we may offer to email you forms, pathology requests etc as a part of providing  you with appropriate health care.  Information regarding our practice policy on the use of email is  available on request at any time.   Do you consent to send and   receive emails from Lighthouse General Practice  that may contain  sensitive h ealth information? Yes/No     Privacy   Information   and   Consent   Lighthouse General Practice   collects information from you for the primary purpose of providing  quality health care. We require you to provide us with your personal details and a full medical  history so that we may properly assess, diagnose and treat illnesses and medical conditions,   ensuring  we are proactive in your health care.    To enable ongoing care, and in keeping with the Privacy Act 1988 and Australian Privacy Principles,  we  need   to provide you with sufficient information on how your personal information may be used  or disclose d and record your consent or restrictions to this consent. Your personal information will  only be used for the purposes for which it was collected or as otherwise permitted by law, and we  respect your right to determine how your information is used or disc losed. By signing below, you (as  a patient/parent/guardian) are consenting to the collection of your personal information, and that it  may be used or disclosed by the practice for the following purposes:    •   Administrative purposes in running our general prac tice.    •   Billing purposes, including compliance with Medicare requirements.    •   Follow - up reminder/recall notices for treatment and preventative healthcare.    •   Disclosure to others involved in your health care, including treating doctors and specialists  outside t his medical practice. This may occur through referral to other doctors, or for  medical tests and in the reports or results returned to us following the referrals.    •   Accreditation and quality assurance activities to improve individual and community health  ca re and practice management.    •   For legal related disclosure as required by a court of law.    •   For the purposes of research only where de - identified information is used.    •   To allow medical students and staff to participate in medical training/teaching using only   de - identified information.   •   To comply with any legislative or regulatory requirements e.g. notifiable diseases.    •   For use when seeking treatment by other doctors in this practice.   At all times, we are required to ensure your details are treated with the utm ost confidentiality. Your  records are very  important,   and we will take all steps necessary to ensure they remain confidential.  Please complete the form below if you understand and agree to the  above   statements in relation to  our use, collection, privacy an d disclosure of your patient information.    Patient Name: ____________________________________   DOB ______________________   Parent/Guardian Name (if under 16)__________________________________________________   Signature: _______________________________________ _________________ Date: ___________  


